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than the independent surgery is needed to support the work of groups. They are also required to link preventive and curative services and to remove a substantial amount of work from hospital outpatient departments to a site nearer and better suited to the needs of patients.
(4) A hospital role for the general practitioner: Although many practitioners accept the desirability of a role in hospital, there are different views about its nature. To permit evolution in a rational direction the general practitioner should work in association with the consultant, limiting his role in hospital to services compatible with his primary responsibility for domiciliary care. This would exclude highly technical services such as surgery or anaesthetics. Dr R J F H Pinsent (Birmingham) Before looking forward into possible future patterns of medical care we should pay our respects to the past and consider some of the traditions of medicine, good and bad, which we have inherited. The practice of medicine began with the care of the sick and destitute. This care had both spiritual and social aspects and as man formulated his ideas and beliefs into religious creeds, the art of healing became associated with them, and the healers, whether priests or practitioners, were regarded as doing good service to the community.
In our own history the care of the sick and the relief of suffering were for many years the responsibility of the church. The monasteries provided something approaching 'hospital' care but the main work was carried out in the homes and parishes in which the people lived, by clergy and laity who were aware of people's problems because they lived, worked and gave a service directly among them. When the monasteries were dissolved medicine became secularized, and some ofthe sense of mission and dedication on the part of those who practised it was submerged by competition. Medical care became a commodity to be sold and bought rather than a community service. Physician and apothecary met this need, and as new knowledge was gained their capacity to do so became ever more effective.
The needs of the community have varied with the centuries and in different countries. Certain needs are recognizable in the circumstances of today which must be met by the medicine of tomorrow. We cannot consider all of them in detail butwe must accept that conditions amenable to preventive activity or treatment must be recognized as early as possible and that all new advances in knowledge, wherever they are made, must be effectively and quickly brought to the service of the patient. There should be a highly skilled and widely competent assessor to deter-mine where, if needed, the special skills of others may be best employed.
This person, with the most responsible task in medicine, since on his decisions the whole course of the patient's care may depend, is at present the general practitioner. In wartime the task of assessment of battle-wounds or 'triage', was not left to a junior medical officer but was undertaken by a more senior officer with experience on which to base his decisions. He required to balance probabilities on evidence presented to him under circumstances often unfavourable to clear thought and leisured contemplation. So does the general practitioner meeting for the first time unselected material, of wide variety, require a breadth of judgment based on knowledge. Specialized knowledge need not necessarily help him in this, for intellectual gains in depth, in a specialty, may be at the cost of breadth and range. A pxdiatrician would be ill equipped indeed to solve the problems of a clinical situation affecting two octogenarians in a country cottage.
Discrimination is required, too, in the extent to which the process of diagnosis must be carried, before effective action is taken. Students visiting generalpractitionersare often appalledto see action taken on what they have been taught to regard as completely inadequate grounds. Perhaps tests have not been done, and investigations omitted, or the results of laboratory investigations discounted or completely ignored. They have not learned that much indisposition is self-limiting or amenable to social or other adjustments in the patient's way of life. Decisions of this kind, between a pain that matters and a pain which does not matter, are the stuff and substance of general practice.
The general practitioner, in his assessment, must take into account the delicate balance, which differs in every person and in the same person from time to time, between the emotional and the organic components in the situation. The decision whether a patient with a duodenal ulcer is sent to a psychiatrist or a surgeon is a very important one indeed. Neither a psychiatrist nor a surgeon has the breadth of experience to make this decision.
Knowledge of the thought patterns of the community in which he works enables the family doctor to teach his patients how they may stay in health, or overcome disabilities in an environment shared by doctor and patient alike. Underlying all this is the deepest need of all, one which no galaxy of specialists and no lavishly equipped institution can provide, the need for an informed friend, on whom the patient can rely and in whom he places full trust. Informed he must be, for the complexities of science must be interpreted to the patient for whom its mysteries are invoked, and the patient must be guided by the hand of a trusted friend through the maze of technologies which may confront him in an age of scientific medicine.
General practice in the future must still be the mother source of specialties and it must be more besides. It must increase its own efficiency to meet human needs as these arise and to do this it may need to take back to itself some of the experience and functions which it has in the past given to its daughter-specialties. In this country general practice may in future concern itself less with clinical matters, and must prepare itself to cope with the problems of comprehensive health care. This will include primary and secondary prevention of disease or disability; health education, immunology, and the epidemiology of communicable and degenerative disease, on which much research must be undertaken that cannot be done elsewhere.
Wherever the general practitioner is to work, he must be taught first to be a good doctor and secondly to be a good general practitioner. He must have all appropriate equipment and ancillary staff, and he must have the support and trust of those whom he is to serve. Even under the disadvantages under which the general practitioner has worked in recent years, more than 80 % of all illness is handled from start to finish in general practice and it has been shown that for every patient receiving hospital in-patient care there are six others, of similar severity, cared for throughout by their own doctors.
We have a three-decker profession, some aspects of which are vestigial remnants of the past. Can we not wonder whether, in 1964, there is any good reason to perpetuate three levels of esteem, and of rewardspecialist, general practitioner and medical officer of healthamong doctors who can contribute equivalent medical skill to the service the community requires? Dr B Abel-Smith (London School ofEconomics) It is in the relationship between the general practitioner and Local Authorities services that I believe the most important progress can be made in the next ten years in improving co-ordination in the medical services outside the hospital.
There are few other countries which have anything comparable to our home nursing, maternity and midwifery services provided by Local Authorities. Historically the district nursing and midwifery services evolved partly as a poor man's doctor service. District nurses were needed as a comprehensive medical service for the sick at home, who could afford little or no contact with a doctor. Similarly, midwives emerged, in the teeth of opposition from the medical profession, as the obstetricians of the working classes.
If women and children had been included in the National Insurance Act of 1911 the maternity and nursing services which expanded so rapidly in the inter-war period would surely have taken a different form. Finally, the National Health Service, while attempting to rationalize the hospital services, simply took over and expanded the maternity services, the health visitor and the home nursing services.
The Gillie Report (Ministry of Health, 1963 , The Field of Work of The Family Doctor. London), without saying so too explicitly, envisages the gradual extinction of the Local Authority maternity and nursing services as they are organized today. Tentatively the report tries to create a co-ordinated home care service without changing the position of the family doctor as an independent contractor. No consideration, curiously enough, appears to have been given to the arrangements for home care services which have, for example, developed in the main Sick Fund of Israel or in Montefiore, Kaiser, Ford or Mayo in the United States. The report blesses the principle of attachment of Local Authority midwives, health visitors and nurses to particular general practitioners and practices. It accepts that Local Authority staff will need accommodation in practice premises and tends to favour the principle of central practice premises. In addition to their attached Local Authority staff, we are told that someone with practical nursing experience can save the doctors' time, though there must be four or more doctors to take full advantage of a fully qualified practice nurse. The large urban practice is clearly to be a very complicated, if not a clumsy, organization. There is to be space for the doctors and their separate examining rooms; space for the secretary, practice nurse and housekeeper paid for by the doctors, who in turn are remunerated by Executive Councils; space for the attached health visitor, midwife and district nurse paid for by the Local Authority; space for the maternity and child welfare services for which presumably the Local Authority pays a rent. And the whole practice is to be accommodated in a purpose-built or adapted building, financed by an interest-free loan provided by the central government.
For this practice to come into being there clearly needs to be extensive co-operation and initiative from a variety of people. Local Authorities must be willing to attach their staff, and presumably satisfy themselves that a proper line is being drawn between the duties of the district nurse and the practice nurse, and that the number of deliveries undertaken by the practice justifies the attachment of the midwife. One of the doctors has presumably to take the initiative in getting a suitable building designed with the help of the General Practice Advisory Service and support
